Background: Healthcare middle managers play a central role in reducing harm, improving patient safety, and strengthening the quality of healthcare. The aim of this systematic review was to identify the present knowledge and critically discuss how healthcare middle managers experienced to develop the capacity and capability for leadership in a healthcare system characterized by high complexity. Methods: This comprehensive systematic review provided evidence of healthcare middle managers' experiences in developing the capacity and capability for leadership in public healthcare. The three-step literature search was based on six databases and led by a PICo question. The review had a critical hermeneutic perspective and was based on an a priori published, protocol. The methods were inspired by the Joanna Briggs Institute and techniques from Kvale and Brinkmann. The results were illustrated by effect size, inspired by Sandelowski and Barroso. Results: Twenty-three studies from four continents and multiple contexts (hospitals and municipal healthcare) published from January 2005-February 2019 were included. Based on experiences from 482 healthcare middle managers, 2 main themes, each with 2 subthemes, were identified, and from these, a meta-synthesis was developed: Healthcare middle managers develop capacity and capability through personal development processes empowered by context. The main themes included the following: 1. personal development of capacity and capability and 2. a need for contextual support. From a critical hermeneutic perspective, contrasts were revealed between how healthcare middle managers experienced the development of their capacity and capability and what they experienced as their typical work situation. Conclusions: This review provides evidence of the need for a changed approach in healthcare in relation to criticisms of present organizational structures and management methods and suggestions for how to strengthen healthcare middle managers' capacity and capability for leadership in a healthcare system characterized by high complexity. Evidence of how leadership development affected the clinical context and, thus, the quality of healthcare was found to be a field requiring further research. PROSPERO registration number: CRD42018084670
Background
Healthcare middle managers (HMMs) were recognized in this systematic review as the leadership level closest to everyday clinical practice [1, 2] , any manager who is supervised by an organization's top manager and who supervise one level above line workers and professionals [2, 3] . This leadership level is often referred to as first or frontline leaders, nursing leaders, or clinical managers. This review included HMMs in public healthcare services. HMMs have extensive responsibility in healthcare organizations [1] . Their central position, between executives and frontline employees, makes HMMs crucial in limiting knowledge and information gaps [4, 5] and translating top-level policies, strategies and means to improve patient quality and reduce harm [6] . Positive leadership has been related to increased patient satisfaction, fewer adverse events [7, 8] , lower patient mortality, medication errors and restraint use, and fewer hospital-acquired infections [8] . Nursing leadership directly and indirectly influences nurses' motivations [9] . Close to the organizational context, HMMs possess unique knowledge, skills and experience [3] , depending on their individual and the organization's capacity and capability. Capacity includes individual features such as technical expertise, creative thinking skills, social skills, and organizational understanding. Capability includes what HMMs are able to implement, such as the ability to identify and define problems and handle complex contexts [10] , the ability to adapt to change, generate new knowledge and continuously improve [11] .
HMMs' capacity and capability have been shown to develop through several different individual and collaborative approaches. These approaches have included learning specific competencies through cognitive, social, and technical strategies, system thinking, personal mastery, mental models, the development of a shared vision, team learning, training, programmes, management systems and coaching [12] . Developing assignments, feedback and training in actual organizational challenges, and the prioritization of leadership development in the organization have proven to be good strategies [13, 14] . HMMs' development of capacity and capability involves self-awareness [14] and changing integrated cultures, attitudes and habits [12] . However, leadership development programs have had a tendency to focus on skills training and technical and conceptual knowledge, and to a lesser extent on personal growth and awareness [15] .
Leadership development consists of multilevel and longitudinal dynamic complex processes [11, 14] . It has been suggested that the job satisfaction of HMMs improves through the decentralization of the organizational structure, increased organizational support from supervisors and through empowering HMMs to participate in decision making [16] . Interventions based on actions, audits, feedback, reminders and various types of education have proven to be more effective in changing professional behaviour than persuasion-based actions, such as local consensus processes and opinion leaders [17] . Quality improvement collaboratives have been widely used as an approach to shared learning and improvement in healthcare and have been shown to improve targeted clinical processes and patient outcomes [18] . Findings related to educational development and job training have been inconclusive and require further research [16] . It is claimed that the development of leadership in healthcare organizations requires a cooperative approach that achieves the best results when it incorporates the local context [19] .
Healthcare is a context of increasing complexity that is generally acknowledged to be complex social systems [20] . This increasing complexity refers to a rapidly changing healthcare system with new technology and treatment methods and increasing focus on coherent, proactive person-centred services, a context that alters the prerequisites for HMMs' capacity and capability [21, 22] . The nonlinear, dynamic, and unpredictable nature of healthcare [20] [21] [22] [23] [24] has been described through various perspectives of system theory and complexity theory; complex adaptive systems (CAS) and complex responsive processes (CRP) are examples of these perspectives [21] . CAS describes how individual agents in healthcare systems are free to act in unpredictable and interconnected ways [25] . Stacey et al. [26] introduced CRP, which attempts to understand human organizations as processes. This approach was seen as new and necessary in order to differentiate and distance itself from the dominating understanding of human organizations as objectifying systems and rationalistic causality. CRP emphasizes human interaction as the basis of transformative organizations. The difference between CAS and CRP could be described as the difference between a mathematical (CAS) or social (CRP) perspective on complexity. The perspectives could also be combined into a contextual complexity perspective, allowing the possibility of contextually shifting between perspectives [21] .
Complex systems are based on collective behaviours in dynamic networks, where continuous changes are necessary and occur regularly [27] . In this context, HMMs have experienced a shift from professional authority to managerial values, economic stress [9] , dominating topdown management and a loss of involvement and autonomy. These changes have been associated with multiple reforms beginning in the 1980s that aimed to manage public service organizations using private sector principles; these reforms are known as the New Public Management approach [3, 28] . Rather than adapting the leadership style to the tasks at hand, the staff and their previous experiences, leaders tend to favour a preferred leadership style, predominantly transactional leadership [20] . It has, however, been shown to be difficult to achieve changes through command and control strategies [27] . It has been argued that a dynamic, emerging, creative and intuitive view of healthcare should replace the traditional "reduce and resolve" perspective [25] . This approach involves developing new principles in healthcare leadership [21] [22] [23] [24] , accepting that some behaviours emerge selforganized, and accepting that minimum specifications [28] , aims, limits and incentives [29] are better approaches than long-range plans and targets [28] .
The expedient choice of leadership style is known to be situational. Given this understanding, the complexity in healthcare organizations requires leadership development that provides the capability to modify leadership styles [14] . Diverse leadership styles have been found to be positively associated with nurse, patient and organizational outcomes [30] . It has been suggested that healthcare needs to encourage and develop transformational [20, 31] , collaborative, reflective [20] and relational leadership styles [20, 31, 32] , such as authentic leadership [33] . Transformational leadership has been shown to improve patient outcomes [6] , increase well-being and decrease burnout factors in staff [34] . Relational leadership has been shown to increase job satisfaction [32, 33] , patient satisfaction [7] , retention, work environment factors, individual production [32] , structural empowerment, work engagement and trust and to decrease negative workplace behaviours and burnout [33] , adverse events, medication errors, restraint use, hospital-acquired infections and patient mortality [8] .
HMMs' development of the capacity and capability for leadership in the present complex healthcare context is a field in need of more knowledge [14, [35] [36] [37] [38] . The aim of this systematic review was to identify the existing knowledge in this field and to critically discuss how HMMs experienced to develop the capacity and capability for leadership in a healthcare system characterized by high complexity.
Methods
The methodological perspective in this systematic review was a critical hermeneutic perspective [39, 40] . The critical perspective indicates that this review not only aimed to produce evidence but also to elucidate when theoretical statements represented changeable dependent relationships, which is often taken for granted. This approach involved looking for contrasts to what HMMs experienced developed their capacity and capability for leadership in relation to HMMs' life world and system world [41] . The critical perspective was supported by a critical appraisal process in which the first and third reviewer cooperated closely, and the second reviewer was available in cases of disagreement. The overall hermeneutic perspective denoted that knowledge was interpreted through the interpreters' preunderstanding, where the comprehension of the whole affected the understanding of the parts, and the interpretation of the parts was based on the comprehension of the whole [39] .
All three reviewers were experienced in knowledge development. The first and third reviewers had practical experience with capacity and capability development in complex healthcare contexts and performing and researching healthcare leadership with a critical perspective [42] [43] [44] . The second reviewer was experienced in capacity building, research on teachers' professional development [45] , and research on healthcare leadership with a critical perspective [44] .
This comprehensive systematic review was based on an a priori published, peer-reviewed protocol [12] , which implies similarities in the design and methods between this review and the published protocol. Both the review and protocol were inspired by the meta-aggregation guidelines established in the Joanna Briggs Institute (JBI) Reviewers' Manual for qualitative studies [46] [47] [48] , where both the appraisal and extraction processes before the synthesis added to the critical perspective. The aggregation combined the parts into a whole that was more than the sum of the individual results, which is analogous to a meta-analysis. Based on the a priori published, peerreviewed protocol [12] , the method involved a process of seven steps: 1. formulating a PICo question (Participants, phenomena of Interest, Context), 2. developing a search strategy, 3. searching for knowledge, 4. selecting studies, 5. critically appraising studies, 6. extracting and analysing data and 7. synthesizing data [46] . These seven steps were implemented while conducting this review and were followed up through the presentation of the methods and results. To increase the trustworthiness of the results, in step 6, we calculated the effect size for each theme based on the number of studies providing evidence for each theme. The choice of calculating effect size was based on Sandelowski [49] , who described how using numbers provides a better illustration of patterns, sharpens the focus, and adds to the validity by verifying analytical moves.
Search strategy
The three-step search strategy followed the a priori published, peer-reviewed protocol [12] . The search strategy was based on the following PICo question [46] : The participants (P) were HMMs, as the leaders closest to public healthcare practice, with responsibility for both clinical practice and healthcare personnel. Studies were included irrespective of how long the HMMs had been in a leadership position and regardless of their professional backgrounds. Studies of HMMs without personnel responsibilities were excluded. The phenomena of interest (I) were studies that described, investigated, or explored how HMMs experienced the development of the capacity and capability for leadership. Thus, the review considered studies that focused on qualitative data. The context (Co) included the complexity in community and specialized healthcare and was limited to public healthcare services. The purpose of this limitation was to consider the contextual meaning of public healthcare as different from non-public healthcare [50] . The PICo question described the focus, scope and applicability of this review [46] and was used to clarify the search, as demonstrated in Table 1 .
The search process started in October 2017 with step 1, which was a preliminary search identifying whether any current or ongoing systematic reviews on this or similar topics existed. No such reviews were identified. Studies published in English, German, Swedish, Norwegian, and Danish between January 2005 and February 2019 were considered for inclusion. The languages were chosen based on the reviewers' common linguistic platform. The time limitation was chosen due to the rapidly changing complexity of the last decades in industrialized countries' healthcare, including an increased focus on user involvement, interdisciplinarity, and interdepartmental cooperation [21-25, 34-36, 51-58] .
Step 1 expanded the list of relevant search terms. Based on a dominant scope of nursing-related research, such search terms were included in addition to the multidisciplinary search terms.
Step 1 revealed HMM to be the most common international multidisciplinary terminology to describe this level of leadership in healthcare.
In step 2, the comprehensive literature search aimed to find both published and unpublished studies [12] . Based on Sandelowski [49] , we added berry-picking. The databases searched were PubMed, CINAHL and Scopus. The search for grey literature included Google Scholar, MedNar and ProQuest Dissertations and Theses Global. The searches were performed in cooperation with two university librarians from Nord University. MeSH terms (Medical Subject Headings) or headings were used when possible. The identified studies were referenced using EndNote as a selection tool. In step 3, the reference lists of the initially included studies and studies that cited the included studies were searched [49, 59] . The process of identifying relevant studies was illustrated in a PRISMA diagram (see Fig. 1 ). Table 3 summarizes the selected studies.
Critical appraisal
The retrieved qualitative studies were assessed by two independent reviewers (reviewers 1 and 3) using the standardized ten-item critical appraisal checklist from the JBI: The Qualitative Assessment and Review Instrument (JBI-QARI). A four-point scale (yes, no, unclear, and not applicable) was applied [46] . For questions 1-5, the retrieved studies were assessed for congruity among their stated philosophical perspective, research methodology, research objectives, data collection methods, representation and analysis of data, and the interpretation of their results. For questions 6-10, the studies were assessed to culturally or theoretically locate the researcher and to address the researcher's influence in order to obtain an adequate representation of participants, ethical issues, and whether the conclusions flowed from the interpretation of data. There were few differences between the reviewers. Those differences that arose were caused by differences in reading the descriptions in the primary studies of the methodology and methods and were resolved through discussions. Table 2 presents the results and percentage achievement from the critical appraisal.
Data extraction
The data from the included studies were extracted to a developed meta-summary scheme, which was inspired by the JBI, the System for the Unified Management, Assessment and Review of Information (JBI-SUMARI) [46] , which is illustrated in Table 3 . The extracted data included specific details about the studies' origin, aim, participants, methods, context and the results of the 
Data analysis and meta-aggregation
The included qualitative research results were analysed with meaning condensation, which was inspired by Kvale and Brinkmann [81] . This analysis involved an aggregation and synthesis of the results in a critical process, which was a back and forth movement between the parts and the whole, searching for contrasts [40] in what HMMs experienced in the development of their capacity and capability for leadership. First, the included studies were read through until a sense of the whole was reached. Second, the extracted results, participant quotations [49] and paraphrases by the authors were aggregated. Third, in a collaboration among the three reviewers, these results were themed into subthemes and themes by similarity of meaning. The process continued until trustworthy themes were reached [39] . The themes were finally subjected to a metasynthesis producing a single comprehensive set of synthesized results [46] and the effect size was calculated [49] . This process is illustrated in Table 4 .
Results
The literature search of six databases identified 1853 studies. The search in the grey literature added 2025 studies.
No relevant home pages were found [49, 59] . After duplicates were removed, the total number of studies was 3258.
Screening by title and abstract excluded 3213 studies. The excluded studies did not meet the criteria of the PICo question used in this review: they did not involve HMMs or public healthcare, or they had quantitative designs. A total of 45 full-text articles were assessed for eligibility, and 26 were excluded. Of these articles, five had a different phenomenon of interest, three had no qualitative results, and 18 did not involve public healthcare. This inclusion process yielded 19 eligible studies. Through the included studies' reference lists, we added four additional studies. Searching cited citations did not reveal further studies. The critical appraisal of methodological quality using the JBI-QARI instrument (Table 2) showed that only four [44, 66, 68, 75] of the 23 studies had positive answers to all ten of the questions assessed. Two of these studies were from Norway, one was from Canada, and one was from Australia. One of these studies was published in 2005, and the other three were published between 2015 and 2018. Two of the studies [74, 78] had only one positive answer to the ten questions assessed; these studies were from the USA and Sweden and were published in 2015 and 2016, respectively. Question 6 concerned a statement locating the researcher culturally or theoretically. This question was addressed by 96% of the respondents. Ethical considerations, as part of questions 6-10, were not described in five of the studies [63, 69, 72, 74, 82] , and an additional four studies [71, 73, 78, 80] were unclear in their descriptions. Question 7 Is the influence of the researcher on the research, and vice versa, addressed, had a very low achievement, 30%. Of the seven studies that addressed this concern, one was from Sweden, two were from Norway, one was from Australia, two were from Canada and one was from the USA/Taiwan; all of these studies were published between 2005 and 2018. Question 8, Are participants, and their voices, adequately represented, had a 43% score. Of the ten studies addressing this concern, four were from Australia, two were from Norway, two were from Canada, and one each was from Finland and the United Kingdom. These studies were published between 2005 and 2018.
In the context of the JBI-QARI, six studies [61, 62, 70, 73, 77, 80] were found to have methodological weaknesses. Of these studies, two were from Finland, two were from Canada and two were from Sweden, and they were published between 2005 and 2017. As stated by Sandelowski and Barroso [49, 59] , qualitative research has no consensus on quality assessment or the use of quality criteria in systematic reviews. Methodological descriptions could also be affected by the editor and the context. The increased nuances in the data were Table 2 Results from the critical appraisal of methodological quality (JBI-QARI) [46] Results from critical appraisal of 23 studies [62, 79] , workshops [67, 75] , documentary reviews [67] , essays [69] , diagnostic assignments [70] and self-reflective diaries [79] were also employed. The analyses were mainly based on content analysis [66, 68, 70, 73, 74, [78] [79] [80] , thematic analysis [61, 64, 69] and grounded theory [60, 72, 82] , but an iterative approach [63] , realist coding framework [67] , critical hermeneutic analysis [44] and voice-relational method [75] were also used. One study was guided by interview questions and utilized NVivo [71] , one used several interpretivist analyses [77] , one described having used standard quantitative methodology [62] , and two studies did not describe how data were analysed at all [65, 76] . The contexts of the studies included 20 studies in public hospitals of different levels and sizes, 15 studies in district hospitals (major health care facilities) [60, 62, 64, 65, 67-71, 73, 74, 77, 79, 82] , twelve studies in general hospitals [44, 61, 62, 64, 67, 70, [73] [74] [75] [76] 82] and one study in a specialized rehabilitation hospital [78] . Nine studies had a municipal healthcare context [44, 60, 63, 65-67, 72, 73, 82] , including four studies in long-term care [44, 60, 63, 66] , three studies in homecare [44, 66, 73] , one study in a health centre [66] and one study focused on mental healthcare and public health [73] .
Meta-synthesis: HMMs develop capacity and capability through personal development processes empowered by context
The meta-synthesis HMMs develop capacity and capability through personal development processes empowered by context incorporated the results from 23 primary studies and was built on HMMs' experiences of developing capacity and capability for leadership in a healthcare system characterized by high complexity. Two main themes were developed. The first main theme, personal development of capacity and capability, illustrated the development of capacity and capability through two subthemes: "a learning process" and "identification as a confident leader". This main theme illustrated how HMMs experienced a personal drive for development on several levels with the purpose of maintaining leadership in a complex and changing context. The second main theme, a need for contextual support, was based on two subthemes: "networking" and "empowered by upper management". This main theme illustrated how HMMs' development processes were influenced by whether they experienced being in an empowering context, including by upper management and internal and external networks (see Fig. 2 ). The main themes had an effect size of 96 and 91%, respectively, and the subthemes were represented in no less than 65% of the studies (Table 4) .
Personal development of capacity and capability
Personal development of capacity and capability was experienced as a gradually changing process, adapting to a rapidly changing and complex context. This experience was described as a personal process that included acquiring the necessary competence involved in this process and finding oneself as a HMM, developing selfesteem, self-confidence and identity. This theme had two subthemes, a learning process and identification as a confident leader.
A learning process
The subtheme a learning process was present in 22 of the 23 studies when the development of capacity and capability was experienced as involving knowledge [44, 64, 65, 68-70, 77, 78, 82] , reflection [44, 60, 62, 66, 68, 73] , learning [44, 60, 68, 71, 77] , self-knowledge [69, 82] , concentration [62] , passion, creativity [77] , inspiration [65] and motivation [66] . This development was described as a learning process including coherence, flexibility, repetition, and short lectures [44] . The process was elaborated by one HMM:
"Through reflections and discussions, I have become more conscious on my way of leading and how it can have consequences on employee health [65] ".
The development of capacity and capability involved skills in engaging team members [71] , promoting feedback processes and coaching [63] , and developing skills in human resources [68, 69] , leadership [72, 73] , problem solving and decision making [64] . This development also involved skills in time management [62] , project management [73] , web-based learning and information technology [70] . HMMs experienced ineffective coping strategies [68, 80] and found that the development of effective coping strategies was useful [69] . Furthermore, the development of these skills involved proficiency in quality improvement, in the creation of a structured process to plan, lead and organize change [66, 67, [71] [72] [73] 80] , in aligning aims [67, 77] and in achieving visible results [71] . It was also shown that HMMs developed positive prospects [62] , progress [72] and the ability to balance challenges and opportunities [77] . The development of these skills was exemplified by one HMM:
"I think that my leadership skills were there, however, they were developed further and helped me to increase the capability of what I was able to do and how I was able to grow as a leader [73] ".
Several tools [65, 67, 73] were found to develop these skills, such as the Lean methodology [64] , mental and conceptual models [72] , learning tours [79] , situational feedback, mindfulness exercises, an "I'm ok" diary [66] and clinical supervision [69] . The development of capacity and capability was experienced as providing broader perspectives [65, 69] , understanding the bigger picture [71] , and respecting human diversity [60] . The elements in these experiences of developing capacity and capability were contrasted by narratives from the participants' typical work situations. As one HMM explained: "…in our work environment, especially in health care, we're on a very strict deadline and there's always a million and one things you need to complete in a day. And yes, production is one thing but if you don't have time to reflect on your practices then you're never going to change, you're never going to improve the practice [62] ".
HMMs considered access to continuous professional development important [80] . The results showed experiences of sink or swim [68, 75, 76] , learning as you go [74, 82] , and a personal need to seek management education [75] .
Identification as a confident leader
The subtheme identification as a confident leader was present in 18 of the 23 studies when HMMs in the included studies experienced the development of capacity and capability as defining their personal leadership limits through establishing authority [60] , changing attitudes, beliefs and knowledge [77, 78] about their role as a leader [69, 73, 78] and leadership [44, 67] , and developing a leadership identity [60] . The start of this personal development process was described by one HMM as follows:
"I didn't know a lot of things nor the expectations of Nursing Unit Managers or ability required … You come into the role without knowledge and expectations of role [64] ".
Entering the leader role, HMMs experienced a lack of self-confidence [44, 63, 64, 67, 68, 73] . Development occurred at the personal [60, 69, 70] , managerial [60, 62] , occupational [62, 82] and professional [79] levels and included confidence [44, 63, 64, 67, 68, 73] , enhanced job performance and changes in leadership [64, 69, 70, 78] , leadership styles [73] and leadership models [72] , being a role model [62, 63, 77] , gaining a voice [74] , staff empowerment [63] , accountability and commitment [67] .
In 17 of the 23 studies [44, 61-65, 67-69, 72-74, 76, 78-80, 82 ] the purpose of the experienced development process was to contend with healthcare complexity. This development led to an increased intention to be a coach [63] , less administrative, and more frontline, leadership [62] , and dedicated time for and awareness of this complexity [72] . This result of the personal development process was described by one HMM as follows:
"I don't get very uptight about all those orders we get, instead I say yes, yes we've seen this before, now we'll wait and see. So, the worst of it passes, because, like I usually say, what applies today doesn't always apply tomorrow [60] ".
A need for contextual support
Although the development of capacity and capability was experienced as a personal process, the results showed that this process did not occur by itself. These results converge in the second main theme: a need for contextual support. This theme was experienced as a development of capacity and capability influenced by HMMs' organizational and human contexts. This theme had two subthemes: networking and empowered by upper management.
Networking
The subtheme of networking was clearly present when HMMs described networks [44, 62, 64, 67, 77] , workshops [44, 73] and multidisciplinary leader development courses [73, 82] as advancing their development, as well as when relational factors such as communication [63, 64, [68] [69] [70] 73] , interaction [69, 70] , reflective dialogue [65, 82] , team work [71, 82] , discussions [44, 73] , conversations and storytelling [77] , observing others [68, 71] , group cohesiveness and new relationships [71] were brought forward. One HMM described the meaning of networking as follows:
"The workshop has been very helpful from the networking side. You know there are Nurse Unit Managers all over the state with the same issues. You know you don't think that you're alone. Sometimes there, particularly out in the rural areas you feel like the problems that you're facing are different from the problems that they're facing in metropolitan areas or, you know, remote areas. But they're not, a lot of them are much the same. So that's been very helpful [62] ".
A learning culture [61, 67] with support and encouragement from peer managers [65, 68, 75, 76] , mentoring [68, 73, 74, 82] , collaboration and sharing [64, 77] , relational coordination [62, 66] , feedback from staff [68, 82] and human resources [82] was experienced in the development of capacity and capability. Horizontal and vertical mentoring were valued [68] . Networks increased dialogue, cooperation and understanding [82] , and knowledge sharing and were described as enhancing trusted interactions despite organizational and structural frames, providing a knowledgeable understanding of a complex context [44] . Informal networks were also found to aid in development [72] .
The importance of networking was contrasted by narratives from the participants' typical work situations, where HMMs described a feeling of loneliness [62, 66] . The development related to networks was experienced as important to be followed up at HMMs' own workplaces [65] . The results showed some improved patient experiences [64] and limited impacts on managers' behaviours or clinical practices [78] . The reason for this result was explained by one HMM:
"Some Nursing Unit Managers haven't been able to make changes because they simply haven't had the time [64] ".
Empowered by upper management
The subtheme empowered by upper management was presented by HMMs who experienced the need for resources [61, 67, 68, 70, 73] , clear steering and vision, leadership structures [72, 82] , plans [44, 78] , information [61, 67] , strategies [62, 82] , communication [82] , infrastructure [80] and rules [68] . A connection to the organization [77] , maximized discretion [61] , and a noblame environment [77] were also among the results.
To develop capacity and capability, support [61, 65, 67, 68, 77, 80] , trust [44, 63, 72, 77, 82] , respect [60, 63, 72, 76, 77] , feedback [68, 73, 82] , influence [60] , freedom [77] and participation [78] were experienced as central. The experiences of being empowered were described by one HMM: "We've had certain budget frameworks, of course, but besides that, we've been free to develop the organization the way we want to ourselves, as long as we've abided by the stipulated preconditions. And for that reason, I've been able to influence my job an awful lot [60] ".
The need to be empowered by upper management was contrasted when HMMs experienced a lack of support [66, 68, 75, 76, 82] and feedback [66] from upper management and described that this had to be garnered [74] . HMMs experienced a need to be recognized, valued and empowered [62, 77] through autonomy [60, 67] and professional development [67] . One study described an experience of being empowered on the individual and interpersonal level but powerless on the system level [79] . The lack of support from upper management was explained by one HMM as follows:
"I have to say that I have been through some crises here and I haven't had support from anyone, no one in admin cared. I do try to deal with issues, but they're no help, I'd hate to see anyone else go down the same path [76] ".
Discussion
This systematic review and meta-synthesis of 23 primary studies aimed to identify existing knowledge and critically discuss how HMMs experienced the development of the capacity and capability for leadership in a healthcare system characterized by high complexity. This meta-synthesis provided evidence of the development of capacity and capability based on a personal development process reinforced by an empowering context. In the following section, contrasts in the results are discussed from a critical hermeneutic perspective and in the context of the existing research. Finally, methodological considerations, strengths, limitations, and implications are discussed.
Contrasts in the results of this meta-synthesis
The first main theme, personal development of capacity and capability, showed contrasts related to how HMMs described their need to develop a capacity and capability for leadership and how they experienced that their current complex organizational context in healthcare provided them the opportunity for such development. HMMs described their life world [40] as a feeling of being insecure and learning by doing, with a lack of leadership competence in approaching the position. Despite existing broad knowledge about the central role that competent HMMs have in healthcare [1] [2] [3] [4] [5] [6] [7] [8] [9] , the results showed that it was left to chance and HMMs' own initiative whether the necessary leadership skills were present or developed.
Although HMMs strove to develop their capacity and capability, the results did describe a personal development process. This meta-synthesis added new knowledge about the importance of building self-confidence as a HMM to develop capacity and capability. Reflection and interaction were experienced as important catalysts for these processes. In contrast, the results illustrated how HMMs experienced a life world [40] with a task-related typical work situation, which did not allow for time for reflection. HMMs experienced a lack of self-confidence in leadership, where upper management, as a part of the system world [40] , had put them in a role they did not have the prerequisites to fulfil. These results suggest that although we have broad knowledge about healthcare as complex systems [20] , this knowledge is not integrated in practice. This could be understood as examples of changeable dependent relationships that are taken for granted in the present healthcare system [41] and that are not to be questioned. Thus, healthcare remains guided and structured in traditional ways, despite the rapid changing and increasingly complex context [21, 22] . Consequently, the development of HMM's capacity and capability will also be aimed towards the dominating task-oriented transactional leadership style and needs to be complemented with the capacities and capabilities of the more relational and transformative leadership perspectives [7, 8, 31, 34] .
The second main theme, a need for contextual support, showed contrasts related to how HMMs described networks and to be empowered by upper management as essential to developing capacity and capability and how they experienced the lack of these in their present healthcare contexts. One study described how HMMs felt they needed to garner support [74] , while another study described HMMs as powerless on the system level [79] . HMMs experienced support and feedback from their peer HMMs, but several studies described a lack of empowering support and feedback from upper management [66, 68, 75, 76, 82] . These results added to the existing knowledge describing a dominating top-down management in healthcare, HMMs' loss of involvement and autonomy [3, 28] , and the relevance of a change in leadership styles where transformative [7, 31] and relational leadership [8, 31] are argued to better relate to the present complex healthcare systems [7, 31] . Communicative rationality can only be accomplished through bottom-up social interaction, since the reality is known only to the participants of the processes [40] . Several of the included studies [44, 62, 64, 67, 77] described how HMMs experienced participation in different forms of networks as developing. Additionally, other relational aspects linked to interaction were emphasized as crucial. These issues stand out in contrast to HMMs' life world experience of loneliness in their leadership role [62, 66] and added to the knowledge about complexity in interactions and complex systems based on dynamic networks [27] .
These results show how healthcare are not recognized as unique and complex contexts, but instead are dominated by traditional management and organizational structures. The complexity in itself causes HMMs to take hold of their own development from the experience of not having the capacities and capabilities that are necessary, but they experience as though they stand alone in this process. In summary, the results elucidated a need to change the structures and approaches in the context of HMMs and in how HMMs are appointed and supported to ensure a strengthening development process in their leadership.
Methodological strengths
The methodological strengths of this systematic review included a structured search of the literature and an examination of each primary study using the critical appraisal instrument JBI-QARI [46] . The a priori published, peerreviewed protocol [12] and collaboration with two university librarians secured a well-prepared search and enhanced the study's dependability and trustworthiness. The inclusion of sources from the grey literature extended the search base with studies not published in known databases, such as monographs, books, reports, guidelines or recently completed studies [49, 59] . Two different researchers, the first and third reviewers, conducted separate critical assessments of the primary studies and discussed the results until a common conclusion was reached. Despite noted methodological weaknesses, no studies were excluded. This approach protected against the loss of valuable data caused by primary studies' shortcomings in the implementation and/or presentation of methodological choices. The critical appraisal showed that question 6, a statement culturally or theoretically locating the researcher, was addressed by 96%. This result is especially high and may represent a need to place the research and researcher, which is a recognized issue in qualitative research [92] .
The included studies used different methods for qualitative data collection and analysis. This approach provided the review with an overall breadth and depth of knowledge, where different entrance points were used to arrive at the results. The included studies originated from several different contexts, nationalities and continents in developed Western countries and showed surprising homogeneity in the presented experiences of the participants. Thus, this evidence points to directions for approaching the future development of HMMs' capacity and capability in both municipal healthcare and hospitals from an international perspective.
This systematic review benefited from the JBI Reviewer's Manual [46] and Sandelowski and Barroso's comprehensive framework for qualitative research synthesis [49] . The JBI revised model [46] clarified the conceptual integration of evidence generation, synthesis, transfer and implementation [48] . This model and manual added to the transparency of the review, as they provided a comprehensive guide to conducting and structuring the a priori published, peer-reviewed protocol [12] . The JBI-QARI [46] enhanced the dependability by providing methodological guidance on the critical assessment process. Sandelowski and Barroso's framework helped advance the knowledge and develop the theory based on primary studies by aggregating target findings and offering valid guidelines for a meta-synthesis. Following the seven-step procedure added to the trustworthiness of the results by enhancing dependability [59] . Credibility was enhanced by quotations representing the participants in the primary studies and the collaboration among three different experienced researchers from different professions.
Methodological limitations
The methodological limitations of this systematic review included that healthcare leadership and management are described by several and diverse concepts. The threestep search strategy following an a priori published, peer-reviewed protocol [12] defined and utilized an extensive range of them. However, we cannot exclude the possibility that using other search terms could have helped identify other contributions.
The search process included the identification of a larger number of articles (2025) from sources other than articles found in ordinary databases (1853). This approach could be seen as a sign of an inadequate search strategy, since a structured search would be expected to result in a larger number of findings. However, this is mainly the matter in the health sciences. This review presented healthcare leadership as a broad field of interest for different research traditions. As examples, Simpson [77] wrote in the field of adult education, and Tyan [79] wrote in the field of philosophical tradition. Additionally, the exclusion of 3213 studies after the screening of titles and abstracts could indicate a lack of search precision. However, this result is more likely a sign of a lack of a common language and keywords across disciplines. The sources of grey literature (Google Scholar, MedNar and ProQuest Dissertations and Theses Global) had fewer opportunities to limit the search [46] . These sources produced many irrelevant studies, which were excluded, but they also produced valuable studies not identified through other databases. Three of the included articles were a PhD thesis [79] and two master theses [68, 77] that were found only in ProQuest Dissertations and Theses Global.
This systematic review included studies in English, German or Nordic languages, which provides a possibility for publication bias. The exclusion of non-public healthcare led to the exclusion of most studies developed in the USA.
This exclusion could indicate a loss of results. However, the differences in contexts were of such an extent that the limitation was valued as clarifying. Additionally, the exclusion of quantitative studies could mean that results were omitted. This exclusion was supported by the aim of this review: to identify and critically discuss HMMs' experiences. The qualitative method was thus understood as expedient. Hewison [104] even suggested that the fragmented, reactive and interpersonal activity of management makes only qualitative research relevant.
The critical appraisal presented a low score in general, and only one question had a total score of 96%. However, this result may be due to guidelines from the journals and editors when publishing. Additionally, JBI-QARI was developed in a healthcare tradition, and the included studies were published in a variety of research traditions. In terms of effect size, 80% of the questions had over 61%. However, question 7, assessing researchers' interference with research, and question 8, ethical assessment, negatively stand out with 43 and 30%, respectively. These questions are central to qualitative studies and could thus have been taken for granted and therefore not specified. However, this result could also mean that these important questions were neglected. One of the included studies [62] even referred to standard quantitative analysis methodology for qualitative analysis. Overall, the lack of arguments for the selection of methodology and self-reflection on the researcher's influence contributes to the descriptions of Uhrenfeldt [43] , who identified weaknesses in this area, even in qualitative research.
Implications for healthcare and further research
Our study has important implications. This study provides evidence of the need for a changed approach in healthcare regarding both organizational structure and leadership methods, aiming to enable HMMs' capacity and capability. The most important contribution this study provides is establishing connections between how HMMs develop capacity and capability by developing self-confidence in leadership through a learning process based on interaction in the complex system and an empowering approach from upper management. The facilitation of such development requires a change in how we organize and relate to management in healthcare. The change is needed to move from command and control to a leadership development process based on networking, interaction, trust and respect, clear structures and frameworks, support and feedback.
The context of the included studies was dominated by Western developed countries, especially from North America and Europe. This result may indicate that transferability to the context of developing countries requires further research. The contexts were mainly hospitals, which may be because hospitals are assumed to provide better feasibility for research, and it may also be an example of municipalities as a context in need of more health-related research. Although this PICo had a multidisciplinary approach to HMMs, the participants in the included studies were mainly nurses. This result may demonstrate that these positions are mainly held by nurses but could also show a need for further research on multi-disciplinary leadership at this level. The included studies did not provide results about whether or how HMMs' development of capacity and capability changes practice or if this could be understood as solely a personal development process. Only one study showed some improved patient experiences [64] ; another described how HMMs' development of capacity and capability had a limited impact on managers' behaviours and clinical practice [78] . Therefore, this systematic review did not provide evidence about whether HMMs' development of capacity and capability reduced harm, improved patient safety, or strengthened the quality of healthcare. This question will be an important topic for future research.
Conclusions
This meta-synthesis identified the established knowledge and critically discussed how HMMs experienced the development of their capacity and capability for leadership in a healthcare system characterized by high complexity as a personal process of building self-confidence, knowledge, skills and tools. The central role of HMMs in current healthcare organizations, structural constraining of leadership, the importance of a supportive top management, and how context influences leadership, have been demonstrated previously. However, this study added new evidence of how HMMs in public healthcare experience that the increasing complexity of healthcare changes which capacities and capabilities are necessary to develop, and how these skills must be developed by non-traditional methods. These methods are based on facilitating bottom-up development processes in an empowering context through interaction in networks and an empowering approach from upper management. This study also added new evidence about the importance of building self-confidence as a basis for leadership development processes. These results were in clear contrast to what HMMs described as their typical work situation, which was experienced as unprepared, lonely and with little support and feedback from upper management. The results showed that this field of research is dominated by nurse management; in this context, this study also adds new knowledge about HMMs with a multidisciplinary approach. In conclusion, this evidence is usable as a basis for politicians, administrators and healthcare managers to implement changes related to how we structure and lead international healthcare: a change in leadership development processes based on networking, interaction, trust and respect, clear structures and frameworks, support and feedback.
